of wooden pallets. This was hardly a suitable replacement job for a skilled worker. His symptoms improved at this time but his lung function failed to improve, which may have been related partially to his continued exposure required during clocking on and visits to the canteen, both of which involve walking through the core shop.
Once occupational asthma is diagnosed the worker should be removed from exposure, preferably by substituting the material causing the reaction at work, or alternatively by relocating the worker or occasionally by personal protection. It is frequently politically very difficult to move workers to equivalent jobs within the same work place. This is usually the only satisfactory solution from the worker's point of view. Even when occupational exposure is completely removed, only about half of all isocyanate sensitive workers return to normal, although virtually all improve. The shorter the period of exposure following the first symptoms, the greater the improvement, making it additionally important to identify occupational asthma at an early stage. The problems of compensation in occupational asthma and alveolitis are similar to those of any claim at common law. If the medical reports are not agreed, a Judge has to decide which evidence he prefers and decide on compensation under various headings such as general damages, special damages, loss of earnings and expectation of life. There can be no doubt that there are many specific agents to which people may be exposed at work and, as a result, develop asthma. Many of them are not atopic nor is there a previous personal history of wheezing or any family history of allergic states. Exposure to the complex and soluble salts of platinum generated in the process of refining platinum, the isocyanates; and fumes arising from the resins present in Multicore solder are examples. In such cases there should be no problems in relation to compensation at common law.
Difficulties arise when, following exposure to an irritant dust, mist, fume or vapourlikely to cause bronchospasm immediately or after delay of 24-48 hshortness of breath and wheezing continue, often for years. Is this asthma of occupational origin? In most cases I doubt it. Those whose claims for compensation following an acute episode ofthis type are delayed for years may develop the chronic hyperventilation syndrome ofwhich shortness ofbreath, and sometimes wheezing, are common symptoms.
In contrast to medical facts of occupational asthma discussion of medico-legal aspects must be somewhat nebulous. There is an important difference between assessment ofdisability for industrial injury or disease under the terms of the Social Security Act, 1975, and claims for compensation at common law. In the former, subject to appropriate history and the findings on examination, including appropriate additional evidence from X-ray and other investigations, disablement arising from injury at work or from one of the prescribed diseases is presumed to be due to occupation. The claimant is usually given the benefit of any doubt.
At common law the plaintiff is required to prove, at least on balance of probability, that disablement is due to his occupation and to negligence on the part of his employer. A defence which is being used with increasing frequency is 'state of knowledge'. It is pleaded that, if the employer did not know of a risk, he cannot be held to have been negligent.
It is the responsibility of lawyers acting on behalf of the claimant to obtain evidence and to present it in such manner as to serve the best interest of the client. Doctors, however, are in a privileged position; they are concerned only with establishing the medical facts and giving an opinion on these alone. It is essential that the doctor should show no bias, particularly when called as an expert witness.
A doctor presenting evidence of medical fact is seldom asked to speculate on the outcome of an accident or an illness, a relatively simple procedure. Quite the opposite obtains for the expert witness who is always asked, among other things, what effect the accident or illness has had, or will have in the future, on working capacity and expectation of life.
In 1967 Lord Justice Harman was moved to say in The Court of Appeal: 'The doctor is a paid advocate who speaks for the person who pays his fee. ' While I believe that doctors do not knowingly prepare reports which would justify such criticism, it is my experience that lawyers may, and indeed do, bring pressure to bear on the doctor in an attempt to obtain the opinion most favourable to their cause. That is their job and they have the right to withhold reports which they have requested but which fail to give that support. That may lead to the doctor being issued with a subpoena to appear for 'the opposition'.
Doctors instructed to prepare reports are entitled to interpret differently the medical facts which they elicit; the facts, however, should be the same and it is my experience that what lawyers choose to interpret as a difference of opinion is more often a matter of words or the use of them.
It is regrettable that the system does not permit more opportunity for freedom of discussion between expert medical witnesses whose opinions in a particular case appear to differ. Such differences, which may 0141-0768/88/ 050254-02/$02.00/0 © 1988 The Royal Society of Medicine in fact be minor, are often exploited by Counsel for one side or the other in open Court. It may be good fun, but it can be a traumatic experience for one, or maybe both, doctors.
Also, if solicitors were obliged to disclose all the information which they have obtained at an early stage, rather than doing so under threat of a Court Orderor even at the Hearingdifferences of opinion between medical witnesses would occur less often.
It is important to remember that we are not concerned either with liability or with the assessment of compensation. Therefore, the doctor is able to accept instruction on behalf of either the-plaintiff or the defendant and either is entitled to instruct the doctor ofhis choice. Judgement on this point was given in the Court ofAppeal in the case ofJeremiah Murphy-v-Ford Motor Company Limited, 9th October 1970.
The plaintiff is almost certain to arrive for examination under the impression that you are either 'for' or 'against' him because he will know whether his solicitors or those acting for the defendant have instructed you. It is essential that he is persuaded from the beginning that you are concerned only with the medical facts and that these must include occupational, past medical and family histories. Occasionally the plaintiff has been advised not to answer questions on these aspects. In such cases I have found that it is appropriate to say that there is no point in continuing the consultationthat usually ensures that questions are answered.
Technical terms and ambiguous statements should be avoided in reports. The latter may well provide ammunition for opposing Counsel. I once referred in a report to 'early' nodulation on X-rays of a plaintiff claiming for pneumoconiosis. Opposing Counsel made much of that in cross-examination.
These are general points which apply in preparation of reports in relation to any claim at common law, be it asthma, alveolitis, pneumoconiosis, fracture, loss of limb or back injury.
As it is difficult to diagnose asthma and to establish beyond reasonable doubt that it is caused by an agent in the working environment, the problems which confront members of the legal profession, and judges in particular, when there is conflicting medical evidence are considerable.
Lawyers who deal regularly with claims relating to any form of lung disease have an almost child-like faith in the results of lung function tests. To them a few units below predicted normal in any one of a series of tests can be more important than any clinical or other evidence which may be presented.
In claims for pneumoconiosis, X-rays can be produced. Judges do not like having to view these and have minor differences explained to thembut there is at least some objective evidence of an abnormality. For asthma claims they are likely to be presented with several yards of paper on which peak flow has been recorded. This may be valuable evidence in many cases of work-related asthma but results depend to some extent on the plaintiff's breathing pattern and on the ability or will to perform the test to their best possible limit. A shallow breather may show little variation and a small dip in the pattern may be ignored. I venture to suggest that in patients who have asthma ofoccupational origin the clinical history is diagnostic in the majority of cases.
I have heard it said in Court that it is not possible to diagnose asthma on the basis ofhistory and clinical examination. I found that an astonishing statement and was reminded of a saying attributed to Lord Horder to the effect that if one listens to what the patient says you will be given the diagnosis in more than 90% of cases. That, however, does not absolve one from making a careful clinical examination followed by such further investigations as may confirm or refute the initial diagnosis. Although there has been much interest in occupational asthma and alveolitis in recent years, there remain a number of important unanswered questions about these conditions. The questions that I have chosen are those that I consider important, in terms of understanding and prevention. This is not to deny that there are also other issues of interest about the conditions. Who will be affected? Is it possible to predict which individual will develop occupational asthma or alveolitis from a particular exposure? Or to predict which individual will not? Clearly, it is widely believed to be possible because the screening of applicants to work with substances known to be capable of inducing sensitization and asthma, in particular, is now quite a common practice. The aims of screening can be to reduce the number of affected persons in the exposed population or to prevent especially susceptible individuals from putting themselves at risk. The two aims cannot usually be achieved with a single screening test. The following example illustrates some ofthe problems of screening in relation to occupational asthma. 
